Giving and receiving feedback is now understood to be a complex process. Central elements include the interaction between the feedback provider and recipient, the recipient's active role, and the recipient's focused planning for improvement.
understood to be a complex process. Central elements include the interaction between the feedback provider and recipient, the recipient's active role, and the recipient's focused planning for improvement. [1] [2] [3] Current perspectives of feedback use a sociocultural lens to understand the relationships among the learner (or recipient), the teacher (or provider), and the environment. Specifically, such approaches explore the feedback dyad, their interactions with each other and with the feedback data, and the influence of context and culture. [4] [5] [6] [7] Using a sociocultural lens illuminates numerous factors that influence feedback acceptance and use. These factors include, among others, feedback timeliness and specificity, the nature or valence (positive, negative) of the feedback, perceptions of feedback credibility, provider-recipient relationship, context and culture, the recipient's personal goals, and the recipient's self-efficacy. [8] [9] [10] [11] [12] [13] [14] Recipients of performance feedback do not always accept and use the feedback, and, importantly, the feedback can evoke emotional reactions if it disconfirms the recipient's self-perceptions. [8] [9] [10] [11] [12] [13] [14] [15] [16] Strong emotional reactions often occur because one's performance is integrally linked to one's sense of self; disconfirming feedback can be difficult to accept. Earlier research has demonstrated that physicians receiving performance feedback first compared the feedback with how they saw themselves-that is, with their own self-assessment. If the feedback confirms their self-perceptions, they tend to react more favorably and accept it more readily than if it is disconfirming. [13] [14] [15] [16] [17] Further study, exploring how physicians and learners self-assess their performance and apply feedback to inform these self-assessments and guide subsequent actions, has confirmed not only the complexity of accepting and using feedback but also the diverse influences on these processes. [18] [19] [20] One influence on the feedback process is facilitation. Specifically, facilitation of the feedback conversation can have a positive effect on the acceptance and use of feedback. 21, 22 Facilitation of feedback means actively engaging recipients in a reflective, intentional conversation about their performance and the feedback they receive with the goal of increasing their understanding of both. Physicians receiving multisource feedback found reflection beneficial and empowering, even many months after the feedback Abstract Purpose To develop and conduct feasibility testing of an evidence-based and theory-informed model for facilitating performance feedback for physicians so as to enhance their acceptance and use of the feedback.
Method
To develop the feedback model (2011) (2012) (2013) , the authors drew on earlier research which highlights not only the factors that influence giving, receiving, accepting, and using feedback but also the theoretical perspectives which enable the understanding of these influences. The authors undertook an iterative, multistage, qualitative study guided by two recognized research frameworks: the UK Medical Research Council guidelines for studying complex interventions and realist evaluation. Using these frameworks, they conducted the research in four stages: (1) modeling, (2) facilitator preparation, (3) model feasibility testing, and (4) model refinement. They analyzed data, using content and thematic analysis, and used the findings from each stage to inform the subsequent stage.
Results
Findings support the facilitated feedback model, its four phases-build relationship, explore reactions, explore content, coach for performance change (R2C2)-and the theoretical perspectives informing them. The findings contribute to understanding elements that enhance recipients' engagement with, acceptance of, and productive use of feedback. Facilitators reported that the model made sense and the phases generally flowed logically. Recipients reported that the feedback process was helpful and that they appreciated the reflection stimulated by the model and the coaching.
Conclusions
The theory-and evidence-based reflective R2C2 Facilitated Feedback Model appears stable and helpful for physicians in facilitating their reflection on and use of formal performance assessment feedback.
had been received. Similarly, residents reported that feedback facilitation can clarify the feedback and enable their acceptance and use of it. [21] [22] [23] Although gaps exist between the provision and use of feedback, such evidence suggests that facilitation can enhance feedback use. The purpose of this study, therefore, was to develop and conduct feasibility testing of an evidence-and theory-informed model for facilitating performance feedback for physicians so as to enhance their acceptance and use of the feedback.
Developing a Feedback Model: Theoretical Perspectives and Evidence
To develop the feedback model, we drew on earlier research that highlights not only the factors that influence giving, receiving, accepting, and using feedback but also perspectives that enable an increased understanding of these influences. Three theoretical and evidence-based approaches appear to have been effective in enhancing feedback acceptance and use in varying contexts: (1) humanist or person-centered approaches which engage the individual in feedback ownership, goal setting, and action planning 24 ; (2) informed self-assessment approaches that facilitate integration of external feedback with self-perceptions of performance 18 ; and (3) the science of behavior change, a framework of psychological domains for assessing and addressing barriers to feedback use and change. 25 
Humanist or person-centered approaches
Humanism and person-centered approaches draw on the cognitive and behavioral sciences; the goal is to enhance individual self-awareness and engagement. The feedback recipient is a partner in the discussion, not just a receiver of information. 24, 26 Facilitators guide the recipients' reflection on the feedback they have received about their performance, their personal goals, their integration of the feedback, and their plans for improvement and development. 21, 22, 26 Facilitators use coaching to increase the recipient's self-awareness and self-direction; they support the recipient's personal development and goal achievement. Coaching, a humanist technique, involves both facilitating the feedback recipient's identification of goals for change and developing a plan to meet them. 15, [27] [28] [29] [30] Informed self-assessment approaches The second conceptual framework, "informed self-assessment," recognizes that individuals can use external and internal data (i.e., feedback) to generate an appraisal of their own performance. 14, [18] [19] [20] 31 External data take many forms ranging from informal verbal feedback to formal workplacebased assessments. Internal data include self-perceptions of one's performance and one's emotional state. It is now evident that external feedback is essential to informed self-assessment, and reflection is frequently integral to feedback acceptance. Context, culture, and relationships, along with individual perceptions and emotional state, all influence the recipient's acceptance and use of external feedback.
The science of behavior change
Finally, understanding the science of behavior change is critical to facilitating and coaching individual change and improvement in response to external feedback. Multiple individual and social factors influence behavior and change including knowledge, skills, motivation, self-efficacy, environmental elements, and social influences. 25, 32 Exploring these systematically in the feedback conversation can contribute to performance change.
Using these three perspectives as a lens, we reviewed existing feedback models arising from others' and our own work. 2, 14, [18] [19] [20] 28, 31, 33 We drew on and incorporated features that reflect these perspectives.
Method

Design
We undertook an iterative, multistage, qualitative study guided by two recognized research frameworks. The first is the UK Medical Research Council (UK-MRC) guideline for studying complex interventions. Its four stages are (1) development, including modeling process and outcomes; (2) feasibility testing; (3) evaluation of effectiveness; and (4) sustainability. 34 The current report covers UK-MRC Stage 1 (development and modeling) and UK-MRC Stage 2 (feasibility testing). Feasibility testing addresses multiple challenges in studying complex interventions (e.g., acceptability, compliance, stability of the intervention, consistency of delivery, recruitment and retention, influence of varying contexts) that require resolution prior to moving to effectiveness or outcome studies (Stage 3 and 4). 34 The second perspective guiding the research is "realist evaluation," which studies the social system or context in which an intervention occurs as well as the intervention itself. 35 Realist evaluation seeks to understand how the individual components of an intervention work and how they interact with the people and within the context involved. It asks the question, "What works for whom and under what conditions?" It proceeds from the premise that educational interventions-such as giving and receiving feedback-are complex social phenomena occurring within dynamic social systems. Realist evaluation uses mixed data collection approaches consistent with those recommended in the UK-MRC Stage 1 and 2.
Using these frameworks, we conducted the research in four stages: (1) modeling, (2) facilitator preparation, (3) model feasibility testing, and (4) model refinement. Using content and thematic analysis, 36 we analyzed data from each stage to inform the subsequent stage. Ethical approval for this study was provided by the Dalhousie University health sciences research ethics board, Halifax, Nova Scotia. The study period was July 2011 to September 2013.
Participating populations and organizations
Participants in Stage 1a (part of modeling, see below) were family physicians who had participated in an earlier study on informed selfassessment. 18 They were enrolled in a formal Canadian continuing education program, the Foundation for Medical Practice Education (FMPE), which develops and supports accredited practice-based, small-group learning for family physicians. Research stages, data collection, and analysis Table 1 outlines the four research stages and the following aspects of each: the task, participating organizations, data collection methods, and sample size.
Stage 1: Modeling. Stage 1 involved two substeps: first, a verbal review and critique of the feedback model and, second, facilitated sessions using the model, followed by debriefing interviews.
Step 1a: Verbal review and critique of the feedback model. The FMPE physician participants had identified in earlier research the features of their formal small-group learning sessions that facilitated feedback acceptance and use and informed self-assessment. These features included a safe environment, mutual trust and respect, credible data, and collaborative planning for change. 18 We invited one of the two original study groups to critique our model for facilitating feedback, and we analyzed the resulting focus group transcript using content analysis.
Step 1b: Facilitated feedback sessions using the model and debriefing interviews. After participants from the verbal review substep confirmed that the model made sense and included important components of effective feedback, we tested the model. We recruited one volunteer physician experienced as an assessor from each of the ABIM and CPSO programs (total n = 2), and we trained them to facilitate a feedback session using the model. We recruited another two physician volunteers from each program (total n = 4) who were receiving their "live" performance review within the next few months to participate in a facilitated feedback session. The trained facilitators used the model to discuss each physician's report with him or her in a session lasting about 45 minutes. Feedback sessions were videotaped.
Following the feedback session, two members of the research team (E.H., I.S.) conducted a structured debriefing interview with each facilitator and recipient pair using the session video to identify specific verbal and nonverbal communication techniques and phrases helpful in each phase of the feedback model. Another goal of the debriefing interviews was to determine the participants' perceived value of each phase and the overall process (see Supplemental Digital Appendix 2 at http://links.lww.com/ACADMED/ A291). The debriefing interviews were audiotaped.
The videotapes (facilitated feedback) and audiotapes (debriefing) were transcribed. Three members of the research team (J.S., J.L., and K.M.) conducted content and interpretive analysis of the transcripts to understand participants' responses to the overall model and its specific phases and to identify especially effective strategies and phrases used by the facilitators. They also analyzed the videotapes to identify nonverbal communication techniques.
Stage 2: Facilitator preparation (workshop).
After considering and incorporating the refinements from the facilitators and participants in Stage 1, we recruited an additional eight volunteer physician facilitators (four from ABIM, two each from CPSO and CPSNS; see Table 1 ) who had all been in practice for Table 1 Research Stages, Tasks At least three team members individually analyzed, first, each feedback session and, then, the respective debriefing interview, to explore findings from the feedback session and to better understand the factors influencing the recipient's responses. Following these individual analyses, we shared our written responses and met by teleconference to compare our findings, resolve differences, and seek further understanding as needed. Specifically, we compared our findings of effective strategies, helpful phrases, and feedbackinfluencing factors for each of the four feedback phases within the individual sessions so that we could, in turn, determine those unique to each phase and those generalizable across all four. Next, we compared findings across the sessions within each program and, finally, across the three programs to identify programspecific and more generalizable findings and contextual influences. We added commonly identified helpful facilitator phrases, by phase, to an inventory of facilitative strategies.
Stage 4: Model refinement.
To refine the model, the full research team met regularly through e-mail and teleconference to discuss the results of the analyses, to query findings in light of the theoretical perspectives guiding the study, and to confirm the inventory of helpful phrases used by facilitators in each phase.
Results
Findings support the facilitated feedback model, its four phases, and the theoretical perspectives informing them. Further, they contribute to understanding the elements that enhance recipient engagement with, acceptance of, and use of feedback.
The four phases are (1) build rapport and relationship, (2) explore reactions, (3) explore content, and (4) coach for performance change. Hence, we refer to it as the R2C2 Facilitated Feedback Model. 
Phase 1: Build rapport and relationship
Feedback recipients consistently shared that both being formally assessed and receiving performance reports are sensitive and often intimidating activities. Hence, the feedback conversation requires thoughtfulness. They stressed that the facilitator should take the time to build a relationship with the recipient, learn about his or her practice context and challenges, and explore any concerns he or she might have regarding the assessment process. Facilitators and recipients emphasized that building and maintaining mutual respect and trust was the foundation for meaningful conversation about performance assessment. For the physician to feel understood and to know his/her views are heard and respected
• "What were your initial reactions?
Anything particularly striking?"
• "Did anything in the report surprise you? Tell me more about that.…"
• "How do these data compare with how you think you were doing? Any surprises?"
• "Based on your reactions, is there a particular part that you would like to focus on?"
Humanism and informed selfassessment
• Be prepared for negative reactions in some cases. Support the expression of negative reactions using general facilitative approaches and explore the reasons for these reactions • "Was there anything in the report that didn't make sense to you?"
• "Anything you're unclear about?"
• "Let's go through section by section."
• "Anything in section X that you'd like to explore further or comment on?"
• "Anything that struck you as something to focus on?"
• "Do you recognize a pattern?"
Humanism and informed selfassessment
• Know the specialty
• Be aware of specific areas in which opportunities for improvement frequently arise 4: Coach for performance change
For the physician to engage in "change talk" and develop an action plan that he/ she feels is achievable
• "And 6 months down the line-is there anything you would like to see changed?"
• "If there were just one thing that you would like to target for immediate action, what would it be?"
• "What might be your goal?"
• "What action might you have to take?"
• "Who/what might help you with this change?"
• "What might get in the way?"
• For ABIM (and others if appropriate): "How do you see this as linking to a qualitative improvement initiative? To teamwork?"
• "Do you think you can achieve it?"
Humanism and behavior change
• Remember that physicians need to understand, reflect on, and assimilate the content of the feedback report before being able to plan for change
• Consider coaching as the skill of offering solutions
Assessor Exploring recipients' general reactions to their feedback report and to specific items revealed whether the report confirmed their own views of their performance (i.e., their own self-assessments).
Facilitators found that asking open, nonjudgmental questions, such as "What were your initial reactions to the report?" "Did anything surprise you in your report?" or "How do these data compare with how you thought you were doing?" enabled recipients to feel comfortable sharing personal, even emotional, reactions to the feedback data. Recipients confirmed this finding and reported that the approach was effective-that is, the facilitators' open and respectful questions and reflective listening created a safe, respectful environment for sharing honest reactions.
And then you get into the report and [you ask] … "were you surprised?" And then that's when you're going to see the anger if there is any. And then you acknowledge what you're hearing and you listen attentively, and then you reflect back what you hear them saying. And all of a sudden during the interview, probably somewhere between halfway and three-quarters through, you find out as you've talked together and listened and reflected on what they've said, the anger has dissipated and they're starting to think, "maybe there's something I can do about this. Maybe there is something I can change." (Site 3, Assessor 1)
Phase 3: Explore understanding of the content
At this phase, the feedback conversation transitions from soliciting the physician's reactions to the report to ensuring a clear understanding of the report's content and the opportunities it affords for change and learning. The facilitator seeks to clarify any data that might be unclear and to guide the physician in recognizing strengths, as well as performance gaps and opportunities for change. The goal is to enable physicians to identify one or two specific opportunities arising from the feedback data that are especially important to them and which they wish to address.
What was most important was the opportunity to explore the person, Recipient 1, in particular what he felt was the most striking about the data. Which allowed us to focus on that aspect, out of all the data there, and then to understand how he's going to address that and move forward. (Site 1, Assessor 2)
Phase 4: Coach for performance change
In Phase 4, the focus is the physician's development of realistic goals and an accompanying action plan to work toward the goals, enabled through the facilitator's coaching. Facilitator-recipient dialogue at this phase concerns the nature of the feedback recipient's goals, actions to be taken, factors that will enable and hinder implementation, and specific strategies to address these, especially the barriers.
The facilitator said, "Tell me your three goals for next year, and then we'll talk about how you can achieve them." And it gets people reflecting that everyone has goals. You don't always put them right out but if you focus on them, you can do that.
(Site 3, Recipient 1)
Whereas facilitators reported feeling least prepared for the coaching role, feedback recipients reported that this activity was central to enabling them to be able to change and required more attention.
In summary, an overall result of the facilitated feedback session appeared to be to enable physicians to recognize their performance assessment data positively as a personal opportunity and not negatively as an imposed threat or risk.
The facilitator role seemed to enhance the feedback recipients' ability to take ownership of their performance data; facilitated feedback seemed to empower physicians to plan to make the identified practice change(s).
I think it's important for the assessed doctor to feel somewhat in control and not on the defensive, and to feel that they can control the conversation about what they want to discuss, as long as everything gets addressed through the meeting. Table 2 ).
Phase 1, building rapport and relationship, drew on humanistic and person-centered approaches that focus on demonstrating a genuine interest in the physician recipient and creating respect and trust. 24, 26 The participants indicated that asking opening questions and getting to know one another made giving and receiving feedback easier.
In Phase 2, exploring reactions, personcentered approaches continued to guide the conversation. Specifically, the concepts of informed self-assessment led to the exploration of the feedback recipients' reactions to the report. 18 It was important for recipients to know that their reactions and views were taken seriously.
Phase 3, exploring content, was also guided by person-centered approaches, in which facilitators asked feedback recipients to consider the performance report, whether they understood it or had any questions, and what data were of most importance to them. 24, 26 This phase, in keeping with informed self-assessment, encouraged feedback recipients to consider performance gaps that they may be reluctant to address, plus any factors influencing the gaps.
Finally, in Phase 4, coaching for performance change, facilitators successfully applied person-centered approaches 24, 26 and principles of behavior change 25 to coaching the feedback recipient in identifying goals and developing an action plan.
The central intent of the R2C2 feedback process is to empower physicians to take ownership of their performance data and responsibility for their use.
Reflection and coaching
The feedback model builds on earlier research exploring factors influencing the effectiveness of feedback. These include relationships and culture, 1, 5, 6 emotional reactions to feedback, 22, 38 the role of facilitation and discussion in informing self-assessment and feedback assimilation, 22 ,39 the roles of reflection 21, 22, 24 and coaching, 29, 30 and the format of the feedback discussion. 21, 28, 40 The contributions of two elements in particular, reflection and coaching, deserve further attention.
Although not explicitly stated, each phase of the R2C2 model is moderated through facilitated reflection on the feedback data and the data's meaning to the feedbackreceiving physician. Previous researchers have found this technique (facilitated reflection) to be effective in personcentered counseling approaches. 24, 26 Reflection is a strategy for learning, "an intellectual and affective activity in which individuals engage to explore their experiences in order to lead to new understandings and appreciations." 41(p19) The open-ended questions used in the R2C2 model are designed to encourage just such understandings and appreciation at each phase: explaining one's practice and context, exploring reactions to the feedback, 22, 26 interpreting the feedback, 31, 41, 42 and considering options for and factors influencing change. 15, 43 Facilitator participants noted that coaching was a helpful and relatively unfamiliar skill to enable physicians to make changes. Executive coaching is used in organizations to support leadership improvement and skill development. 27, 29 Coaching to foster physicians' professional development, based on their own personal performance data, involves facilitating their acknowledgment of a need for change, identification of related goals, and development of a plan to achieve the goals. 15, 44 Importantly, in the R2C2 Facilitated Feedback Model, coaching follows relationship building and exploring the recipient's reaction to and understanding of his or her performance feedback data. Feedback recipients reported finding the coaching helpful, whereas facilitators generally reported that it was a skill that did not come naturally to them. Coaching differs from more traditional directive teaching, and facilitators requested more attention to coaching skills in their preparation workshop.
Reviewing the perspectives of facilitators and feedback recipients from three institutions at multiple stages of development enhanced our understanding of the relationships among the feedback facilitator and the recipient; the feedback data, context, and culture; and the feedback model itself and the facilitation phases.
Limitations and areas for further research
Limitations of this study include the small number of Stage 3 participants (n = 8) and the limited number of specialties represented (n = 5). Other limitations include the voluntary nature of the facilitators' and feedback recipients' participation and the generally high levels of the feedback recipients' performance, as evidenced by their formal performance reports. The latter is an important consideration; although a few participants expressed minor surprise at one or two specific aspects of their performance data, most did not. Developing a recruitment strategy that would encourage the participation of physicians who receive disconfirming assessments would enable more rigorous evaluation of the R2C2 Facilitated Feedback Model.
Additionally, study results raise questions regarding practical use and sustainability of the R2C2 Facilitated Feedback Model. The model requires a time commitment of facilitators and recipients alike (about 45 minutes) for the feedback session. Facilitators also participate in a faculty development workshop (about two hours). The workshop should include experiential practice time, and it should emphasize coaching techniques. To inform approaches to sustainability (Stage 4 of the UK-MRC guidelines 34 ), we propose rigorously exploring varied models of providing the sessions and faculty development-for example, through professional and regulatory associations, during professional and continuing education conferences, through initiating peer feedback, and through coaching programs in which physicians identify a trusted colleague for the coaching.
Further research steps in this program of study include assessing the effectiveness (Stage 3 of the UK-MRC guidelines 34 ) of the R2C2 Facilitated Feedback Model (e.g., Have the sessions been effective in promoting physician practice change?). Research directions also include exploration of the R2C2 Facilitated Feedback Model in residency and undergraduate medical education. For example, might the model be useful to facilitate feedback discussions with learners who receive workplace assessments, especially those who receive multiple reports and need to make sense of them collectively? Could such facilitated feedback discussions with trainees encourage reflection and the development of learning goals and plans? We also propose that the model may be useful for enabling workplace and competency-based education and assessment where the focus is on using feedback to coach competency development. 45 In summary, the theory-and evidencebased R2C2 Facilitated Feedback Model appears stable and helpful for physicians in facilitating their reflection on and use of formal performance assessment feedback. Further research will determine its usefulness with physicians and physicians-in-training across a broader spectrum of performance.
